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Within the Americans with Disabilities Act (ADA), Title III mandates accessibility of all 
public facilities, including fitness facilities. The purpose of the study was to examine the 
ADA compliance of fitness facilities located in the Twin Cities Metropolitan area.  
Twenty fitness facilities were randomly sampled within the Twin Cities Metropolitan 
area. Each facility was evaluated for ADA compliance using the Accessibility 
Instruments Measuring Fitness and Recreation Environments (AIMFREE) Professional 
Version assessment (The National Center on Physical Activity and Disability, 2010). The 
assessment encompasses twelve domains that evaluate physical, educational, and 
informational aspects within a fitness facility. None of the 20 participating fitness 
facilities in the Twin Cities area were 100% ADA compliant with all the AIMFREE 
domains. The overall compliance of all 20 participating fitness facility was 48.4%. The 
highest scoring domains were water fountains (77.8%), bathrooms (73.4%), and elevators 
(71.8%). The lowest scoring domains were telephones (23.3%), facility information 
(32.1%), and entrance and route accessibility (39.9%). The results of the study showed 
the fitness facilities in the Twin Cities Metropolitan area were not compliant with ADA 
standards. Occupational therapy practitioners have a significant role in advocating for 
accessibility of public facilities, such as fitness facilities. Practitioners can collaborate 
with fitness facility owners to provide structural and educational resources to better 
accommodate the needs individuals with disabilities while participating in physical 
activity.  
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  In 2005, the Morbidity and Mortality Weekly Report announced there were as 
many as 54 million Americans with a disability (Centers for Disease Control [CDC], 
2007). This translates to 19.6% of adults in the United States having a disability (CDC, 
2007). In the coming years these statistics are expected to rise due to the aging “baby 
boomer” generation (Rimmer, 2008). 
 There is a significant need for individuals with disabilities to independently 
participate in physical activity. Fitness facilities can have an essential role in promoting 
health and physical activity for individuals with disabilities (Riley, Rimmer, Wang, & 
Schiller, 2008). The accessibility of fitness facilities is important for the health and well 
being of individuals with disabilities.  
 In 2007, the Center of Disease and Control and Prevention surveyed 350,000 
individuals with disabilities throughout the United States to determine their physical 
activity levels (CDC, 2007). The results of the survey found that adults with disabilities 
spent less time on physical activity than adults without a disability. More specifically, 
12.8% of individuals without a disability reported being physically inactive during the 
week compared to 25.6% of individuals with a disability (CDC, 2007). There are several 
long-term health affects as a consequence of inactivity, such as congestive heart disease 
(CHD), high cholesterol, thrombosis, and osteoporosis (Heath & Fentem, 1997). When 
compared to people without disabilities, individuals with disabilities have higher rates of 
chronic conditions, such as diabetes, high blood pressure, obesity, and depression (United 
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States Department of Health and Human Services, 2000). This lack of physical activity 
participation among individuals with disabilities negatively affects their ability to 
maintain autonomy while performing everyday tasks as well as increases their risk of 
secondary conditions (United States Department of Health and Human Services, 2000). 
Physical activity among individuals with disabilities can reduce the risk of secondary 
conditions such as diabetes mellitus, high blood pressure, pressure ulcers, joint 
contractures, and spasticity as well as maintain or restore physical independence (United 
States Department of Health and Human Services, 2000). More specifically, studies have 
found that the levels of HDL cholesterol for individuals using manual and electric 
wheelchairs is much lower than individuals not using wheelchairs, which is a result of 
inactivity (Heath & Fentem, 1997).  
 Public facility accessibility has an influence on whether or not an individual with 
disabilities participates in physical activity (Rimmer, 2008). Lack of accessible public 
facilities has limited opportunities for social and recreational engagement among 
individuals with disabilities (Rimmer, Riley, Wang, Rauworth, & Jurkowski, 2004). 
Researchers around the nation as well as in Canada have evaluated the degree of ADA 
compliance of fitness facilities in Kansas City, Western Oregon, North Texas, and 
Western Wisconsin and Ontario, Canada (Arbour-Nicitopoulos & Martin Ginis, 2011; 
Cardinal and Spaziani, 2003; Figoni, McCain, Bell, Degnan, Norbury, & Rettele, 1998; 
Pike, Walker, Collins, & Hodges, 2006; & Johnson, Stoelzle, Finco, Foss, & Carstens, 
2012). Each of these studies found that none of the fitness facilities or recreation centers 
in these areas were 100% ADA compliant (Cardinal and Spaziani, 2003; Figoni et al., 
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1998; Pike et al., 2006; & Johnson et al., 2012). This is a significant problem that inhibits 





























Americans with Disabilities Act and Fitness Centers  
 In 1990, the United States government enacted the Americans with Disabilities 
Act (ADA) to protect the rights of individuals with disabilities (Americans With 
Disabilities Act of 1990). The ADA defines an individual with a disability as someone 
who “has a physical or mental impairment that substantially limits one or more major life 
activities, a person who has a history or record of such an impairment, or a person who is 
perceived by others as having such an impairment” (Section 12102, Americans With 
Disabilities Act of 1990). Within the ADA there are five parts, Title III is one part that 
covers accessibility related of public accommodations, such as restaurants, hotels, 
theaters, malls, hospitals, schools, museums, libraries, parks, spas, and amusement parks 
(Americans With Disabilities Act of 1990). This federal law was also established to help 
overcome structural barriers within public facilities, including fitness and recreation 
facilities (Americans With Disabilities Act of 1990). When new facilities are constructed 
or altered, the ADA requires the facility to be in full compliance with the ADA Standards 
for Accessible Design (North Carolina Office on Disability and Health [NCODH], 2008). 
Public facilities that were constructed prior to the 1990 law are expected to remove 
barriers within the facility when it is “readily achievable” by the facility owner 
(Americans With Disability Act of 1990).   
 Although the ADA was passed decades ago, researchers have found that many 
public facilities, including fitness facilities, still remain inaccessible to individuals with 
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disabilities (Spencer, 1994). In 1994, a study found that although the ADA law had been 
in effect for several years, many public facilities, including fitness facilities, still failed to 
meet all the regulatory requirements specific to the ADA (Spencer, 1994).  This 
discovery supports previous evidence that shows low physical activity participation 
among individuals with disabilities.  
 More recently in the fall of 2010, the U.S. Department of Justice published 
revisions to Title II and Title III of the ADA (United States Department of Justice 
[USDOJ], 2010).  The newly revised standards were specific to changes that need to be 
made within pubic facilities, including fitness facilities. These revised standards are to 
better ensure equal opportunity for individuals with disabilities. The new standards will 
be required for newly constructed buildings, alterations, and program access. One new 
standard applicable to fitness and recreation centers states, “At least one of each type of 
exercise equipment must be on an accessible route and must have a clear floor space 
positioned to enable an individual with a disability to use the equipment” (USDOJ, 2010, 
p.1).  Additionally, a new swimming pool standard states, “Accessible means of 
entry/exit are required for swimming pools. Such accessible means of entry include a 
pool lift or sloped entry, and either a transfer wall, transfer system, or pool stairs” 
(USDOJ, 2010, p.2). The revised standards became effective on March 15, 2011 
(Conway, 2010). On March 15, 2012 the 2010 standards replace the 1991 Standards, and 
all new standards will be enforced (Conway, 2010).  
Disability Populations and Physical Activity 
 Medical experts are recognizing that special populations are increasing due to 
early diagnostic methods, improved technology that assists in early identification, and 
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increased levels of obesity (Rimmer, 2008). As disability rates continue to increase there 
is a greater need for those individuals to regularly participate in physical activity to help 
maintain their health and independence (Rimmer, 2008). Inadequate amounts of exercise 
influences an individual’s functional abilities and can limit one’s ability to work and 
engage in community events (Nary, Froehlich, & White, 2000). 
 Low physical activity participation among individuals with physical or mental 
disabilities can have serious consequences on their health and well-being, especially as 
they progress through the natural aging process (Rimmer, 2008). The combination of the 
aging process and various types of disabilities can cause functional impairments, which 
then negatively affects one’s physical independence and social participation. Rimmer 
(2008) also found that higher incidence rates of obesity among individuals with a 
disability negatively affects their ability to complete their activities of daily living (ADL) 
and instrumental activities of daily living (IADL).  
 Over the past century, research has found that significant health benefits are 
associated with regular engagement of physical activity among all individuals. Physical 
activity among people with disabilities will reduce mortality from coronary heart disease 
as well as reduce the risk of high blood pressure and diabetes mellitus (Nary et al., 2000). 
Regular participation in physical activity can reduce symptoms of depression and anxiety. 
The benefits of physical activity among individuals with disabilities may be more 
significant than individuals without a disability. Physical activity among people with 
disabilities may reduce the risk of secondary conditions with disabilities such as pressure 
ulcers, joint contractures, spasticity, and urinary tract infections (Nary et al., 2000).  
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 Although there are significant benefits associated with physical activity, 
individuals with disabilities continue to be sedentary (Rimmer, Riley, Wang, Rauworth, 
& Jurkowski, 2004). Past research has identified specific reasons for the lack of physical 
activity among people with disabilities, such as lack of accessibility. Although the 
research is limited there is strong evidence suggesting that there are numerous barriers 
that inhibit physical activity participation among individuals with disabilities (Rimmer, 
Riley, Wang, Rauworth, & Jurkowski, 2004).  
Potential Barriers within Fitness and Recreation Centers 
 The United States Department of Health and Human Services (2000), suggests 
that the low rate of physical activity participation among individuals with disabilities may 
be due to environmental constraints, such as architectural barriers, facility policies, and 
social attitudes. Rimmer, Riley, Wang, and Rauworth (2004) studied various barriers and 
facilitators associated with physical activity participation in fitness and recreations 
facilities among individuals with a disability (Rimmer, Riley, Wang, & Rauworth, 2004). 
Researchers created ten focus groups around the United States. Each focus group 
encompassed individuals with disabilities, architects, fitness and recreation professionals, 
city planners, and park district managers. Researchers asked each member of the groups 
to evaluate accessibility related issues within fitness centers, parks, trials, and swimming 
pools. Each focus group discussed barriers and facilitators related to environment, 
equipment, cost, and psychological factors. Additionally, each of the group assessed the 
attitudes and perceptions related to disability and accessibility (Rimmer, Riley, Wang, & 
Rauworth, 2004).  
ADA COMPLIANCE OF FITNESS FACILITIES   8 
 
  The results of the study found that consumers with a disability were reluctant to 
participate in physical activities at fitness and recreation facilities due to the unfriendly 
environment (Rimmer, Riley, Wang, & Rauworth, 2004). Furthermore, the consumers 
also stated that they felt self-conscious when visiting fitness facilities. This self-
consciousness was associated with concerns about needing and requesting assistance 
from fitness facility employees as well as the lack of support from family and friends for 
participating in fitness and recreation centers. Several group members suggested that 
individuals with disabilities need to have the opportunity to test out facilities before 
committing to a monthly membership fee. This trial opportunity would allow individuals 
with disabilities to determine if the facility would accommodate their needs and comfort 
level with the environment. Consumer group members stated that fitness facility owners 
may not always want to include individuals with disabilities due to liability issues related 
to injury. The professional group members recognized that there were major concerns 
with liability as well as negative attitudes towards individuals with disabilities. All the 
group members agreed that education opportunities for the fitness and recreation 
employees would bring a better awareness and sensitivity towards individuals with 
disabilities. Several group members suggested that employees have a personal experience 
of facility barriers by having staff member use assistive equipment such as wheelchairs or 
crutches throughout the facility (Rimmer, Riley, Wang, & Rauworth, 2004). This 
experience would help bring a better understanding of what the how the facility 
accommodates as well as inhibits an individual’s ability to participate in physical activity 
if they have a disability.   
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 The study also found several environmental and structural barriers within fitness 
and recreation centers (Rimmer, Riley, Wang, & Rauworth, 2004).  The consumers as 
well as fitness and recreation professionals identified barriers specific to wheelchair 
accessibility, lack of adaptive or accessible equipment, and poor equipment maintenance. 
Both of these groups also made suggestions specific to providing more resistance type 
machines that did not require transferring from a wheelchair to the machine. The 
consumers as well as the fitness professionals found that there was a lack of information 
specific to accessible fitness facilities or programs within their community. The fitness 
professionals stressed the need for more information about adaptive equipment. When it 
came to Americans with Disabilities Act (ADA) regulations, fitness professionals 
commented that the ADA is not frequently enforced and legal action is the only method 
to force facility owners to comply with ADA guidelines. All the members within the 
groups suggested that legislation is needed to better enforce ADA guidelines (Rimmer, 
Riley, Wang, & Rauworth, 2004).  
Fitness Center Accessibility and ADA Compliance 
 There have been five studies that have evaluated ADA compliance of fitness 
centers throughout the United States and one in Canada. Four of those specific studies 
have examined ADA compliance of fitness centers in the Kansas City Metropolitan Area, 
western Oregon, Northern Texas, and Western Wisconsin (Cardinal & Spaziani, 2003; 
Figoni et al., 1998; Johnson et al., 2012; Pike et al., 2008). Arbour-Nicitopoulos & 
Martin Ginis (2011) examined accessibility of fitness centers in Ontario, Canada. In 
addition, in 2005, Rimmer, Riley, Wang, and Rauworth conducted a nation-wide study 
specific to accessibility of health clubs for individuals that have mobility disabilities and 
ADA COMPLIANCE OF FITNESS FACILITIES   10 
 
visual impairments. Researchers in Kansas City, western Oregon and Western Wisconsin 
studied structural elements within fitness centers (Cardinal & Spaziani, 2003; Figoni et 
al. 1998; Johnson et al., 2012). Investigators in the North Texas area studied ADA 
compliance of aquatic facilities (Pike et al., 2008).  All of the studies assessed the degree 
of Title III ADA compliance for wheelchair mobility. 
 Figoni et al. (1998) evaluated the accessibility of 34 fitness centers in Kansas 
City. The researchers developed a 74 item checklist assessment specific to wheelchair 
accessibility guidelines for public facilities. There were ten specific areas evaluated at 
each of the 34 facilities. The ten areas assessed were parking, ramps, exterior 
entrances/doors, path of travel, space around exercise equipment, restrooms/locker rooms 
(female), customer service desk, elevators, telephones, and drinking fountains. All 
measurements were found by using the ADA Accessibility Stick or a plastic tape measure 
(Figoni et al., 1998).  
 The results of the study found that none of the 34 facilities assessed were 100% 
ADA compliant in all of ten areas evaluated (Figoni et al., 1998). The study found that 
telephones and exterior doors were the highest in compliance, at 74% and 70% 
respectively. Of the 34 facilities, only 48% of the facilities had a clear accessible path of 
travel to, between, and around exercise equipment. Researchers found that the primary 
reason for lack of accessible path of travel within facilities was due to temporary 
structures that blocked the route and not a permanent structure. Most of the temporary 
structures that obstructed full accessibility of fitness facilities were exercise equipment 
being placed too close together. Additionally, the study found that only 24% of the 34 
fitness facilities evaluated were completely accessible in all the items related to parking. 
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The lowest compliant area assessed was the restroom/locker room area. None of the 
facilities studied met all the requirements for an accessible restroom. In this study only 
17% of the facilities provided the appropriate stall door width of at least 36 inches 
(Figoni et al., 1998).   
 A similar study was conducted in western Oregon. Researchers in western Oregon 
evaluated 50 fitness facilities (Cardinal & Spaziani, 2003). For this study researchers also 
used the “Checklist for Assessment of Accessibility of Physical Fitness Facilities”. The 
checklist was composed of ten structural domains that evaluated parking items, ramps, 
exterior entrances/doors, path of travel, elevators, locker/restrooms, drinking fountains, 
telephones, customer service desk, and pathways to and around exercise equipment. The 
ten structural domains were assessed through physical measurements and direct 
observations (Cardinal & Spaziani, 2003).  
 This study also found that none of the 50 fitness facilities were 100% ADA 
compliant in all ten domains (Cardinal & Spaziani, 2003). The results of this study found 
that the exterior door and telephone domains were highest in ADA compliance. The 
exterior door domain was 90% compliant and the telephones domain was 88 percent 
compliant. The pathway to and around the exercise equipment domain as well as the 
customer service desk domain were the lowest in compliance. The pathway to and around 
the exercise equipment domain was 8% ADA compliant. The customer service desk 
domain was 37% ADA compliant. Rounding out the least compliant domains was the 
locker/restroom domain at 44% (Cardinal & Spaziani, 2003).  
 More recently, researchers in the North Texas area studied 52 aquatic facilities to 
find their degree of compliance with the ADA Accessibility Guidelines (ADAAG) (Pike 
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et al., 2008). For this study, researchers created an accessibility checklist based on the 
“Checklist for Assessment of Accessibility of Physical Fitness Facilities”, which was 
used in Cardinal and Spaziani’s as well as Figoni et al.’s research. The checklist was 
adapted to better accommodate the structures within an aquatic center. Researchers 
created a nine item structural domain checklist, which included the following domains: 
parking, ticket counter, gate/entry, men’s restroom, women’s restroom, dressing area, 
drinking fountain, pathway within facility, and pool entry. Each of the nine domains were 
applicable to the measurements based on the ADAAG. There were a total of 49 items that 
encompassed all of the nine domains and each item was assessed through direct 
measurements and observations (Pike et al., 2008).  
 The results of the study found that none of the 52 aquatic facilities were 100% 
ADA compliant (Pike et al., 2008). The results indicated that the gate/entry domain was 
on average 95% complaint with ADAAG, which was the highest scoring domain. 
Furthermore, researchers found that the dressing area domain was an average of 55.7% 
complaint, which was the lowest scoring domain. The men’s and women’s restrooms 
were also areas of low compliance. The men’s restroom was on average 64.2% compliant 
and the women’s restroom was on average 63.6% compliant. The toilet stall dimensions 
in both the men’s and women’s restrooms were the most violated feature. None of the 52 
aquatic facilities had the required ADAAG toilet stall dimensions in the men’s restrooms 
(Pike et al., 2008).  
 Students from the University of Wisconsin – Eau Claire used a structural checklist 
similar to the North Texas study to evaluate the accessibility of fitness facilities in 
Western Wisconsin region. The study found that none of the fitness facilities in Western 
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Wisconsin were 100% ADA compliant (Johnson et al., 2012). The researchers evaluated 
16 fitness facilities using a checklist that evaluated 14 structural components such as path 
of travel, entrance and bathroom accessibility, within the fitness facilities. The 
researchers also evaluated the staff education and facility polices. None of the 
participating facilities had knowledge of how to perform a wheelchair transfer. The 
lowest complying structural domains were the telephones (5.7%), elevators (5.0%), and 
aquatic pool options/area (9.4%) (Johnson et al., 2012). Researchers found that 8.0% of 
participating facilities receive specific employee training on how to provide services and 
fitness training to individuals with disabilities (Johnson et al., 2012). By educating staff 
members on specific fitness needs for individuals with disabilities can facilitate an 
environment that is welcoming and accommodating to community members that have an 
acute or chronic disability (Johnson et al., 2012). 
 More recently, researchers in Ontario Canada studied the level of accessibility 
within fitness and recreational facilities for community members needing mobility 
devices (Arbour-Nicitopoulos & Martin Ginis, 2011). A total of 44 fitness and 
recreational facilities were assessed using the AIMFREE. None of the 44 fitness and 
recreational facilities were 100% accessible in all of the AIMFREE domains making it 
difficult for individuals using mobility devices to participate in either environment. The 
study did find that recreation facilities scored higher than fitness facilities. The 
researchers found significant difference in the recreations professional support and 
training, entrance areas, and parking lot domains compared to fitness facilities (Arbour-
Nicitopoulos & Martin Ginis, 2011).  
ADA COMPLIANCE OF FITNESS FACILITIES   14 
 
 In 2005, Rimmer et al. studied the accessibility of health clubs for people with 
mobility disabilities and visual impairments (Rimmer et al., 2005). This research study 
used the Accessibility Instruments Measuring Fitness and Recreation Environments 
(AIMFREE) assessment to evaluate 35 fitness facilities around ten regional areas around 
the United States. In the study 19 of the facilities studied were in an urban area and the 
remaining 16 facilities were in a suburban area.  The AIMFREE assessment was used 
because it had good test-retest as well as inter-rater reliability. This assessment has six 
subscales that specifically study the accessibility of structural environment, equipment, 
swimming pools, information, facility policies, and professional behavior (Rimmer et al., 
2005). 
 The results of this national study were similar to the previous research conducted 
in Kansas and Western Oregon (Rimmer et al., 2005). The study found that there was a 
moderate to a high degree of inaccessibility throughout the fitness facilities studied. 
Additionally, the researchers found that cost issues were a significant barrier that 
inhibited owners from making improvements within their fitness facility (Rimmer et al., 
2005).  
 There were common themes among these six studies. The main theme was none 
of the fitness facilities in any of the studies were 100% ADA compliant in all evaluated 
structural areas. In three of the studies the restroom area was the lowest scoring domain 
(Cardinal & Spaziani, 2003; Figoni et al., 1998; Pike et al., 2008). In each of the studies 
the researchers stressed the importance of increasing the physical activity levels of 
individuals with a disability. Some of the research studies suggested that inexpensive 
measures could be implemented within each of the facilities to make the environment 
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more accessible (Cardinal & Spaziani, 2003; Figoni et al., 1998; Pike et al., 2008). For 
example, exercise equipment can be rearranged to better accommodate the path of travel 
as well as transferring from one surface to another (Figoni et al., 1998). Additionally, the 
researchers in Western Wisconsin encouraged fitness facilities to market specifically to 
people with disabilities by stating or showing people with disabilities are welcomed at 
their facility on marketing strategies such as brochures or flyers (Johnson et al., 2012). 
The researchers also stressed the importance of employee education facilitate a 
welcoming and accommodating environment that facilitates the needs of individuals with 
disabilities. 
Promoting Physical Activity Among Special Populations 
 In 2006, Rimmer and Schiller published a framework for increasing the physical 
activity participation among individuals with disabilities. The framework is specific to 
barriers within in the built environments that individuals with disabilities experience. 
Within the framework Rimmer and Schiller (2006) created a model called, RAMP. This 
acronym stands for Restoring Activity, Mobility, and Participation; which reflects a need 
for a barrier free environment within fitness facilities. Within this model there are four 
components that help reach the needs associated with RAMP.  
 The first component of the model is Provide Access (Rimmer & Schiller, 2006). 
This component refers to providing the opportunity for all individuals to have full use of 
a facility as well as the opportunity to use all the equipment within the facility. For this 
component Rimmer and Schiller (2006) suggested that fitness facility owners consider 
doorways that are wide enough for wheelchair accessibility as well as maintaining a clear 
path of travel throughout the facility. Additionally, Rimmer and Schiller (2006) 
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suggested that facility owners should consider providing equipment that encompasses 
universal design standards.  For example, equipment with swivel-away seats would 
provide easier access to cardiovascular or resistance machines from a wheelchair 
(Rimmer & Schiller, 2006).  
 The second component of the model is Increase Participation (Rimmer & 
Schiller, 2006). Rimmer and Schiller suggested that fitness and health professionals 
implement exercise programs that are beneficial and of interest to individuals with a 
disability. The authors of this model want health professionals to adapt exercise programs 
to the specific needs of special populations. This component encourages fitness facilities 
to not only provide a facility that is structurally accessible, but have exercise programs 
that are usable by all populations (Rimmer & Schiller, 2006). 
 The third component within the RAMP model is Promote Adherence (Rimmer & 
Schiller, 2006). This component is important for all populations. To obtain the health 
benefits of physical activity, individuals must participate in moderate physical activity 
most days of the week. This task can be difficult for individuals with or without a 
disability. Rimmer and Schiller encourage health professionals to help create a social 
support system for the individuals with disabilities who use their fitness facilities. Having 
a strong support system helps individuals feel connected to others. The authors also 
suggested that adherence can be obtained through creating new exercise programs 
regularly, which will help reduce boredom (Rimmer & Schiller, 2006).   
 The final component within the RAMP model is Improve Health and Function 
(Rimmer & Schiller, 2006). This component encourages health and fitness professionals 
to establish a system that monitors the physical activity progress of individuals with a 
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disability. Implementing an exercise monitoring method will provide the most safe and 
effective exercise environment for individuals with disability. Measuring and monitoring 
the physical activity participation of individuals with a disability will help prevent 
overuse injuries (Rimmer & Schiller, 2006).  
 This model recognizes the steps needed to achieve optimal health and well-being 
among individuals with disabilities (Rimmer & Schiller, 2006). This model is one type of 
educational tool that can help fitness and health professionals make fitness facilities 
inclusive to all populations. A barrier-free fitness environment promotes physical activity 
among individuals with disabilities, thus improving their health and well-being (Rimmer 
& Shiller, 2006).  
 In 2008, the North Carolina Office on Disability and Health (NCODH) 
collaborated with The Center for Universal Design to develop an educational guide 
specific to removing barriers within fitness facilities and accommodating all members 
(NCODH, 2008). This guide was created to help fitness facility owners make their 
facilities more accessible as well as appealing for individuals with a disability to engage 
in physical activity. The guide also provides education related to universal design, which 
is a concept that takes ADA regulations a step further (NCODH, 2008). 
  Universal design is a concept that recognizes all human differences and creates 
products and environments that are usable for everyone (Rigby, Stark, Letts, & Ringaert, 
2009). Some universal design practices suggested in the guide included providing extra 
space at the end of the row of exercise equipment, staff education opportunities specific 
to special populations, and providing written materials in a larger print for individuals 
with visual impairments (NCODH, 2008). More specifically, the guide recommended 
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that fitness facilities provide strength and aerobic equipment that offer swing away seats. 
This type of exercise equipment allows all individuals to use the equipment and is 
available through one company called Pulse Fitness System’s Access Line (NCODH, 
2008). The guide also suggests that fitness facility owners purchase low increment free 
weights with different types of grips for individuals that have weak upper body strength 
or have limited grip. Additionally, the guide recommends that fitness facility owners 
consider purchasing upper arm ergometers, to provide an exercise modality that 
accommodates individuals with an acute or chronic disability. Overall, the guide provides 
a variety of methods in which fitness facility owners can make their business more a 
more accessible and welcoming environment for individuals with disabilities (NCODH, 
2008).  
 Inclusive fitness centers can aid in providing regular engagement of physical 
activity among individuals with disabilities. Regular engagement of physical activity is 
shown to elicit positive health benefits as well as improve quality of life (Nary et al., 
2000). More specifically, the benefits of physical activity among individuals with 
disabilities is even more significant due to the high prevalence of secondary conditions 
associated with their primary disability (Nary et al., 2000). Physical activity is shown to 
improve or maintain muscular endurance and strength as well as flexibility. By 
improving or maintaining these health components one maintains their functional ability 
as well as prevents secondary conditions (Nary et al., 2000). A specific benefit associated 
with physical activity is the reduction of the severity of coronary disease symptoms on 
one’s health and well-being as well as risk of high blood pressure and insulin dependent 
diabetes mellitus (Nary et al., 2000).  
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Occupational Therapy Involvement  
 The American Occupational Therapy Association (AOTA) supports the ADA and 
encourages all occupational therapy practitioners to advocate for the needs of individuals 
with disabilities (Kornblau, 2000; Redick, McClain, & Brown, 2000). The Occupational 
Therapy Code of Ethics encourage practitioners to eliminate health and other disparities 
that exist around the world because of gender, race or ethnicity, education, income, 
geographical location, religion, sexual orientation, or disability (Kronenberg & Pollard, 
2006). Furthermore, AOTA challenges occupational therapists to be leaders in 
developing inclusive communities within society (Redick et al., 2000).  
 To be a strong leader in developing inclusive environments, practitioners must be 
knowledgeable on accessibility guidelines for public facilities. Redick et al. (2000) 
surveyed a group of occupational therapists to examine practitioner knowledgeable on the 
ADA as well as practitioner’s role in educating and empowering consumers on 
advocating for accommodations encouraged by the ADA. The study found that the 
surveyed population of practitioners did believe that occupational therapists have a role in 
educating and empowering consumers on the ADA guidelines, but they had little 
knowledge about Title III of the ADA. This lack of knowledge prevented practitioners 
from acting to advocating for Title III provisions. Overall, this study found that without 
being knowledgeable in ADA guidelines, practitioners fail to educate consumers and 
business owners on accessibility rights for individuals with disabilities, which then 
negatively influences community independence among special populations (Redick et al., 
2000). The study encouraged practitioners to increase their ADA knowledge to better 
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educate consumers and business owners on the accessibility regulations, which will 
empower communal change on accessibility of public facilities (Redick et al., 2000).  
 An occupational therapist’s role can include collaborating with fitness facility 
stakeholders to promote health and well-being for all populations (Kronenberg & Pollard, 
2006). Occupational therapists that are knowledgeable on ADA provisions have the tools 
and resources to help individuals with disabilities be active community participants.  
Practitioners may have a role in consulting with disability support groups, professional 
organizations, architects, engineers, building contractors, business owners and managers, 
and consumers to create accessible environments within governmental guidelines 
(Kornblau, 2000). An occupational therapist’s expertise in modification and adaptation 
can be influential in providing the appropriate accommodations needed for fitness centers 
to be more accessible for special populations (Redick et al., 2000). Practitioners may 
provide recommendations, such as structural modification, adaptive equipment, or 
employee education specific to special populations (Kornblau, 2000). These types of 
accommodations can help fitness centers become a more inclusive environment for 
individuals with disabilities. By creating more inclusive exercise environments within the 
fitness industry, there will be a reduction in disparities associated with inaccessible 
fitness centers for individuals with disabilities. An inclusive exercise environment will 
increase the physical and mental well-being of all community members (Kornblau, 
2000).  
  In the United States, health and fitness professionals have the opportunity to 
improve the quality of life for millions of individuals with disabilities (Rimmer, 2008). 
Creating structural and programmatic accessibility within fitness facilities will allow 
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individuals with disabilities the opportunity to regularly participate in physical activity. 
By increasing opportunities for regular physical activity, one’s occupational 
independence, health, and well-being can be maintained or restored. Greater 
opportunities for physical activity among individuals with disabilities can help them 
maintain or improve participation in meaningful occupations, such as self-cares, hobbies, 
or social events. Occupational therapists use a community-based approach to recognize 
barriers that inhibit full participation and bring awareness to the community on the needs 
of inclusion for individuals with disabilities. Bringing awareness and learning 
opportunities to fitness professionals will be essential in creating barrier free 
environments within fitness facilities around the United States (Kornblau, 2000).  
 More specifically, occupational therapists can also work with individuals in a one-
on-one approach to address specific physical or psychological strengths and needs to 
establish or restore an exercise program. Practitioners can teach individuals with 
disabilities on how to collaborate with fitness facility owners and health professionals to 
create an inclusive exercise environment that accommodates their needs.  By providing 
the educational tools and resources to help individuals with disabilities regularly exercise 
they will be able to be more active community members as well as improve their health 
and well-being.   
 This research study will provide evidence of fitness center compliance with the 
ADA within the Twin Cities Area. Additionally, this study will encourage fitness 
industry stakeholders to make environmental and educational strides towards a more 
inclusive atmosphere, which will facilitate greater opportunities for equality and health 
benefits for individuals with disabilities (Redick et al., 2000). With greater opportunities 
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for physical activity individuals with disabilities will maintain or restore their 
participation in daily occupations and community engagement, thus facilitating meaning 



















































 The purpose of this study was to evaluate the degree of ADA compliance of 
fitness facilities in the Twin Cities Metropolitan Area, Minnesota. The research question 
was: What is the level of accessibility of fitness facilities in the Twin Cities Metropolitan 
area? The null hypothesis guiding this study was that fitness facilities in the Twin Cities 
Metropolitan Area are 100% ADA compliant.  
Participants 
 
 For the purpose of this study, a fitness facility was defined as a building open to 
the public and membership includes both males and females. The facility needed to offer 
more than one piece of cardiovascular and resistance type equipment. The study excluded 
hospital, hotel, workplace, and university based fitness facilities. Fitness facilities had to 
be located within the Twin Cities Metropolitan area to be eligible participants. There are 
seven counties encompassing the Twin Cities Metropolitan, which include: Anoka, 
Carver, Dakota, Hennepin, Ramsey, Scott, and Washington counties (See Appendix B for 
Minnesota and Twin Cities Map).  
 The researcher used an Internet search engine (www.yellowpages.com) to identify 
all eligible fitness facilities within the seven counties that encompassed the Twin Cities 
Metropolitan area. From the search engine the researcher identified 207 eligible fitness 
facilities that represented the geographical location and fitness facility definition. Of the 
207, 50 facilities were randomly selected to be representative sample of the Twin Cities 
ADA COMPLIANCE OF FITNESS FACILITIES   24 
 
Metropolitan area. The representative sample was randomly selected using a random 
sample generator program via the Internet (http://www.random.org/integers/).  
 Of the 20 participating fitness facilities, 15 fitness facilities were open 24 hours a 
day, seven days a week. The 15 facilities that operated 24 hours a day had limited staffing 
hours throughout each day of the week. For example, one fitness facility only had staffing 
four hours a day five days a week. The 24-hour fitness facilities provided emergency 
necklaces with an emergency push button that members could wear and utilize in case of 
any medical emergency needs. 
Instrumentation 
 For the purpose of this study, the Accessibility Instruments Measuring Fitness and 
Recreation Environments (AIMFREE) Professional Version assessment was used to 
collect data (National Center of Physical Activity and Disability, 2010). The researcher 
purchased the assessment through the National Center of Physical Activity and Disability 
Internet website (www.ncpad.com). In 2004, the AIMFREE was developed by a group of 
researchers based off of the Americans with Disabilities Act standards (Rimmer, Riley, 
Wang, & Rauworth, 2004).  
 Previous research has found that the AIMFREE is a valid and reliable tools that 
researchers and consumers can use to evaluate the level of accessibility within fitness 
facilities (Rimmer, Riley, Wang, & Rauworth, 2004). The AIMFEE has strong interrater 
and test retest reliability (Rimmer, Riley, Wang, & Rauworth, 2004). The AIMFREE has 
a total of 15 domains that measure structural, professional, and procedural aspects within 
fitness facilities. For the purpose of this study, 12 of the 15 domains of the AIMFREE 
were used (See Table 1). The 12 domains used were specific to structural, informational, 
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and educational aspects (See Appendix C for AIMFREE Information). Three domains 
specific to professional behavior (Section H), policies (Section J), and programs  (Section 
K) were not applicable to the purpose of this study.  
Table 1 
Accessibility Instrument Measuring Fitness and Recreation Environment  
Domain Area Assessed 
A Access rotes and entrances areas 
B Equipment 
C Information 
D Locker rooms and Showers 
E Hot tubs, whirlpools, saunas, steam rooms 
F Elevators 
G Bathrooms 
I Professional support/training 
L Swimming pool 
M Parking 
N Telephones 
O Water fountains 
 
  Within each domain the questions were formatted as yes, no, or not applicable. A 
yes answer indicated that the facility was compliant with the given domain question. A 
no answer indicated that the facility was not compliant with the given domain question. A 
not applicable answer indicated that the facility did not have the materials or structure 
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specific to the domain question. The questions were answered by direct observation, 
interview, and measurements conducted by the researcher. 
  A tape measure was used for measurement needed in inches throughout each 
domain. Sections C and I of the AIMFREE were completed by interview with each 
participating facility owner or manager. The AIMFREE assessment took a total of one 
hour to complete at each of the 20 participating fitness facilities. 
Procedure 
 
 The researcher applied for and obtained approval from the St. Catherine 
University Institutional Review Board (IRB) to conduct the research study specific to 
ADA compliance of fitness facilities in the Twin Cities Metropolitan area (See Appendix 
A for IRB Approval). After receiving IRB approval the researcher identified the 
geographical area that represented the Twin Cities Metropolitan area.  
 Once an eligible fitness facility was found its information immediately recorded 
and stored in a Microsoft Excel spreadsheet. Data recorded on the spreadsheet included 
the facility name, address, telephone number, and county.  
 Each of the initial randomly sampled fitness facilities were sent an informative 
letter encompassing information related to IRB Consent Form as well as the purpose, 
method, and procedures related to participating in the study (See Appendix D for Facility 
Letter). The letters were addressed to the owner of the fitness facility. One week after the 
letter was sent, a follow-up phone call was made to each eligible facility’s owner or 
manager to discuss details related to participation in the research study. If there was no 
response to the initial phone call, a follow-up call was made one week later. After five 
weeks of follow-up phone calls, if a fitness facility did not respond to the researcher for 
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participation the facility was identified as not responding. There were a total of 21 
facilities that did not respond to the letter or follow-up phone calls made by the 
researcher. 
  Within the first month of the letters being sent to fitness facilities there were 
eight letters returned to the researcher, due to change of address or closure. For each 
returned letter, the researcher randomly selected an additional fitness facility and the 
information letter was sent to that facility. Three months after the first letters were sent 
out to fitness facilities throughout the Twin Cities Metropolitan area an additional five 
letters were sent to out to increase the sample size to the planned 20 sites. While 
collecting data one participating facility owner offered three additional fitness centers he 
owned as participants. The researcher collected data at each of those three fitness 
facilities. 
  At the end of data collection a total of 67 fitness facilities had been contacted. 
Twenty facilities agreed to participate in the study. A total of 17 eligible facilities 
declined to participate in the study and a total of 21 facilities did not respond to the 
participation letter or researcher’s phone calls. Eight eligible facilities had closed and one 
facility no longer met the criteria for participation.  
 When any of the eligible facilities were willing to participate in the study the 
researcher scheduled a date and time to meet with the facility owner or manager to collect 
data for one hour. Upon arriving at a participating fitness facility the researcher obtained 
a signed IRB form, answered any questions related to the study, and discussed the data 
collection procedure associated with the AIMFREE (See Appendix E for IRB Consent 
Form). Next, the researcher collected data related to AIMFREE Section C and I. These 
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sections entailed interviewing the participating fitness facility owner or manager with 
questions related to employee education and facility information. After completing the 
interview with the facility owner or manager the researcher completed the remaining ten 
structural based AIMFREE sections. Access routes and entrance areas (Section A) was 
the first structural section completed after the interview. During the data collection 
process the researcher recorded and stored the findings of each AIMFREE section into a 
Microsoft Excel spreadsheet on a personal laptop. After completing the one-hour visit at 
each participating facility, the AIMFREE data collected was saved on a flash drive and 
hard drive.  
 Prior to leaving the fitness facility the researcher thanked the fitness facility 
owner or manager for their time and answered any questions related to the study. In June 
2012, each of the 20 participating fitness facilities were sent an informative letter related 
to the results of the study as well as five structural and educational recommendations 
each participating fitness facility owner can implement to create a more inclusive 
exercise environment for all populations.  
Data Analysis 
 Each eligible facility’s contact information and AIMFREE data spreadsheets were 
recorded and stored through Microsoft Excel software program on a personal laptop. All 
data materials were kept at the researchers home in a binder. The Microsoft Excel 
spreadsheets were also stored on a flash drive and external hard drive that were kept in a 
locked cabinet at the researcher’s home. Only the researcher and researcher’s thesis 
advisor reviewed the data of each participating facility. Throughout the study, each of the 
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207 eligible facilities were identified by a random number. Data related to each 
participating facility remained confidential.  
 The researcher used descriptive statistics to analyze the results of from the 
AIMFREE data. Each AIMFREE domain was analyzed using the Microsoft Excel 
software program. Through Microsoft Excel the researcher calculated the percentage of 
yes, no, and not applicable responses for each AIMFREE domain. Additionally, the 
researcher added all the facilities’ total yes, no, and not applicable scores for each 
AIMFREE domain to get an overall total percentage for all the domain responses. Overall 
compliance is the total percentage compliance of the 12 structural domains used from the 
AIMFREE (See Appendix F for AIMFREE Domain Totals and Percentages). 
 The degree of accessibility for each participating fitness facilities was calculated 
by finding the total percentage of yes responses for each domain of all twenty 
participating facilities.  The researcher also compared the degree of accessibility among 
each individual fitness facility by comparing the total yes responses for each facility to 
each other. A table and bar graph were created using Microsoft Excel and Microsoft 
Word to show the total domain percentage calculations as well as individual responses 





















 There were a total of 20 participating fitness facilities within the Twin Cities 
Metropolitan area. In Anoka County, there was one participating facility. Within Carver 
County there were two participating fitness facilities. There were eight participating 
fitness facilities from Dakota County. In Hennepin County there were three participating 
facilities. Within Ramsey County there were four participating fitness facilities. Scott 
County had two participating fitness facilities. In Washington County, none of the 
randomly sampled fitness facilities participated in the study.  
  The results of the research study show that none of the 20 participating fitness 
facilities were 100% ADA compliant. The overall compliance of the 20 participating 
fitness facility was 48.4%.  Figure 1 provides information on the percentage of 
compliance within each AIMFREE domain.  
 Of the 12 structural domains evaluated at each participating facility the highest 
scoring domains were water fountains (77.8%), bathrooms (73.4%), and elevators 
(71.8%). The areas of lowest compliance found within the participating sample were 
telephones (23.3%), facility information (32.1%), and entrance and route accessibility 
(39.9%). There were two facilities (7,11) that were 100% compliant in water fountain 
accessibility.  
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Figure 1. Degree of accessibility compliance
 Within the 20 participating fitness facilities, 18 facilities were located in strip 
malls or industrial parks and two facilities were within free standing buildings. The two 
free standing fitness facilities were of large square footage, which provided the 
opportunity for more space for path of travel and equipment placement. 
 There was variability in the degree of compliance among the group of 
participating fitness facilities. The lowest complying fitness facility was 25.39%. The 
highest complying fitness 
sauna, and steam room. Additionally, three facilities (7, 11, 20) provided elevators. 
facilities that had a pool, sauna, and steam room as well as elevators required the 
researcher to assess those additional AIMFREE sections (Sections E, F, L). 
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Figure 2. Percent of AIMFREE
Access Routes and Entrance Areas
 All of the participating facilities provided an accessible path of travel to lead from 
the street or sidewalk to the entrance of the fitness facility. When entering the front door 
of each participating facility only 10% of the facilities h
without knobs or handles that did not require grasping or twisting. Additionally, only 
10% of the facility entrances provided doors that open
electronic devices such as sensor or push button. All participating facilities provided a 
clear doorway width greater than 32 inches when open. 
 Ninety five percent of the participating facilities provided a front entranc
approach that led to other areas within the facility, such as the cardiovascular equipment 
area and restroom. In 80% of the entrances there was at least
allowed two individuals utilizing wheelchairs to pass one ano
routes to equipment, storage areas, and bathrooms
wide. Within most of the participating facilities there was a desk or table at the entrance 
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was 3 feet high or less and 100% of the facilities had a service desk or table that was at 
least 3 feet wide. Ninety five percent of the participating facilities provided slip-resistant 
flooring throughout all of the facility, but 65% of the carpets or pads at the entrance of 
the each facility were not fastened to the floor. Eighty five percent of the facilities 
provided adequate lighting and none of the facilities allowed members to adjust light 
levels in different areas of the gym.  
Equipment 
 All the participating fitness facilities provided cardiovascular equipment. Among 
the cardiovascular equipment all the fitness facilities provided a recumbent bike. Ninety 
percent of the facilities provided at least one recumbent bike with fastening mechanism to 
secure an individual’s foot to each pedal. Twenty five percent of the cardiovascular 
equipment, such as ellipticals and treadmills, had buttons and displays that were easily 
readable and 60% of the cardiovascular equipment provided raised buttons on the panel 
surface. Furthermore, 95% of the all the cardiovascular equipment evaluated provided 
audible cues when the speed, incline, or level of resistance changed. Among all the 
evaluated fitness facilities 95% of the treadmills provided were low mile per hour (MPH). 
A treadmill that is considered low mile per hour allows the user to walk at a rate of less 
than 1 mile per hour.  
 All of the participating fitness facilities provided resistance equipment. More 
specifically, all of the participating fitness facilities provided a cable weight machine in 
the resistance equipment area of each facility. A cable machine allows individuals to 
complete strength training exercising while using a mobility device, such as a manual or 
power wheelchair, powered scooter or walker. This machine facilitates assistive 
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equipment use without the need to transfer to and from one’s assistive equipment. 
Assistive resistance equipment was also utilized in all the facilities. Ninety percent of the 
facilities had assistive resistance equipment with a seat that provided back support. In 
addition, 95% of facilities provided assistive resistance equipment seats that allowed the 
seat height to be adjusted. Three fitness facilities provided assistive resistance equipment 
with seats that were at least 18 inches wide, which provided better support while using 
the equipment. All the assistive resistance machines allowed individuals to change the 
weight settings without transferring off of the machine. Although the settings could be 
adjusted while seated, only 15% of the facilities provided light weight settings for 
individuals who may have low strength levels. For example, they had weight machines 
on which the lowest weight setting was five pounds with two to five pound increments.  
 Many of the fitness facilities provided a variety of resistance type of equipment to 
assist in participating in resistive and flexibility types exercises from a chair or on the 
floor. For example, 80% of the facilities provided light hand weights that were equal to or 
less than two pounds. One facility provided an arm-crank ergometer that allowed 
individuals using wheelchairs can utilize for upper body endurance and strength training. 
Additionally, 90% of the participating facilities provided padded mats that allowed 
members to complete stretching or strength training exercises in a cushioned and open 
area. None the fitness facilities provided a standing frame or transfer board for facility 
members.  
  Although all the fitness centers provided cardiovascular and resistance 
equipment, 95% of facilities had placed cardiovascular and strength training machines 
too close together. The space restriction between equipment inhibits movement of 
ADA COMPLIANCE OF FITNESS FACILITIES   35 
 
individuals from one piece of equipment to another, to the bathroom, or entrance of the 
facility. Limited space in almost all of the fitness facilities made it difficult for 
individuals to maneuver throughout the facility without obstructions. 
Information                               
 Within each facility there were brochures and posters promoting exercise 
programs and education. Many of the promotional and educational posters on the walls of 
the facility used large print and utilized a dark background with light colored font, but 
55% of the facilities displayed their poster materials on a glare-based surface. Many of 
the facilities display posters that may be difficult for individuals with visual impairments 
to read. There were 18 fitness facilities that provided brochures or literature related to 
facility details, such as operating hours, classes, member expectations, nutritional 
information, and exercise instructions. Of those fitness facilities only one facility 
included information and images related to individuals with disabilities utilizing the 
facility. Only one fitness facility provided literature on accommodations the site can 
provide for individuals with disabilities. None of the fitness facilities provided literature 
on their facility being compliant with American with Disabilities Act standards.  
Locker Rooms and Showers 
 There were only five fitness facilities that provided locker rooms for members to 
utilize. Many of the 24-hour gym facilities provided a cabinet at the entrance of the 
facility for members to store their belongings while exercising. Of the five facility locker 
rooms only one facility provided a clear path leading to the locker room entrance that is 
at least three feet wide. Within the locker room, four out of the five facilities provided 
lockers two feet or less in height. Additionally, those four facilities provided locker 
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handles that did not require grasping, pinching, twisting, or pulling with the fingers to 
open. The benches provided within all five locker rooms were less than two feet deep. 
None of the participating fitness facilities provided an accessible scale for weighing 
individuals utilizing a wheelchair.  
 There were nine facilities that provided showers, four of which were not in the 
locker room area. Four facilities provided a shower in a separate room from where the 
lockers and bathrooms were located. Of the nine shower areas, 89% of facilities provided 
a clear shower stall entrance width of at least three feet. Seventy-eight percent of 
facilities with showers provided grab bars on the sidewalls. Additionally, seven out of 
nine facilities with showers provided a fold seat that would allow individuals to sit down 
while using the shower.  
Swimming Pools, Steam Rooms, Hot Tubs 
 Only two of facilities had a pool, steam room, and hot tub. Both facilities that had 
a pool had a mechanical lift to assist individuals with physical disabilities into the pool. 
Each of these facilities provided a step or stair with handrails. One of the facilities 
provided a ramp for entrance as well. Both facilities provided lifeguards as well as clearly 
marked depth measurements around the pool. Both facilities with a steam room did not 
provide power assist to help open the door to the steam room area. The entrance doors to 
the steam room required a closed fist grip for opening. In the steam room and hot tub 
there was not enough space for individuals to use or store assistive equipment while 
utilizing the space. 
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Elevators 
 There were four facilities that were multi-level. Of the four facilities, three 
provided elevators to help access each level of the facility. The facility that did not 
provide an elevator to reach the lower level inhibited members with physical limitations 
or those who use assistive equipment from using a shower area located on the lower level 
of the building. One facility’s elevator was not the ADA standard width, which may 
individuals using assistive equipment from utilizing the elevator to reach all levels of the 
fitness facility.  
Bathrooms 
 Three facilities provided the bathrooms within the locker rooms. All the 20 
participating facilities provided doors to the bathroom areas but only one facility 
provided power assist to help open the door to the bathroom area. In all of the 
participating facility bathrooms, 35% of the facility bathroom stalls provided enough 
space for individuals to use the stall with assistive equipment such as a wheelchair. 
Within 95% of the facility bathroom stalls there were grab bars mounted on the wall 
behind the toilet as well as on the stall sidewalls. There were four facilities that provided 
limited space for turning space within single room bathroom areas, which inhibited 
individuals from readily reaching the sink and hand dryers within the single room. Ninety 
percent of sinks within the single room and multi-stall bathroom areas of fitness facilities 
provided insulation around the sink piping beneath the sink countertops. Pipe insulation 
provides lower body protection for users of wheelchairs while utilizing the sink.  
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Professional Support/Training 
 The researcher asked each fitness facility owner about the professional support 
and training of all employees. Ninety percent of facility owners stated that they have not 
experienced difficulties in helping individuals with disabilities in the facility. 
Furthermore, if any of the employees at those fitness facilities experienced difficulties in 
helping individuals with disabilities there would be staff support from managers and the 
owner to help the employees find a solution to the specific problem. 
 All of the participating fitness facilities had at least one staff member that was 
certified by the National Commission for Certifying Agencies (NCCA). This is an agency 
that accredits personal trainers and exercise programs. Of the 20 facilities, 15% of 
employees attended conferences or continuing education specific to accessibility of 
fitness facilities. Furthermore, 40% of the participating fitness facility staff members 
receive basic information on prescription medications and their effects during exercise. 
According to fitness facility managers and owner, 95% of the fitness facility staff 
members were knowledgeable about diabetes, high blood pressure, and seizures. 
Additionally, 40% of participating fitness facilities have at least one staff member trained 
in wheelchair transfers.  
Parking  
 Ninety five percent of the participating facilities provided a parking lot for 
members to utilize daily. Of the 19 facilities that provided a parking lot, there were three 
facilities that did not have accessible parking spaces visibly marked with a sign or ground 
paint. One participating facility required members to use a side street for parking. 
Seventy five percent of the facilities provided a parking lot that was 150 feet or less to 
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reach the entrance to the fitness facility. None of the facilities required members to pay to 
access parking.  
Telephones 
 All of the participating fitness facilities provided telephones, but only 25% of the 
facilities provided a large enough space and reachable height for all individuals to utilize 
the telephone. More specifically, none of the participating facilities had hearing 
impairment equipment available such as Telecommunication Devices for the Deaf 
(TDD).  
Water Fountains 
 Nine out of the twenty participating facilities provided a water fountain. Of those 
nine facilities with water fountains, 66.7% of the facilities provided a clear space in front 
of the water fountain unit to allow individuals with assistive equipment to utilize the 
water fountain. Additionally, 66.7% of the provided water fountains allowed at least 17 
inches of space beneath the fountain to allow for wheelchair access. All the facilities that 
provided a water fountains provided a water fountain unit that was operable without the 
need for tight grasping, pinching, or twisting of the wrist. 
  The other 11 participating facilities provided other means of water options. Of 
the 11 facilities that did not provide water fountains there were two facilities that 
provided vending machines that required members to pay for beverages. Another five 
facilities provided a refrigerator that required members to pay one dollar for a water 
beverage. There were another three facilities that provided a water machine instead of 
water fountains. There was one facility that provided a water machine and refrigerator. 
The facilities that provided water machines required a monthly water service company to 
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fill and replace water containers. Additionally, the water machines required users to grasp 



















































 The purpose of this study was to investigate the degree of ADA compliance of 
fitness facilities throughout the Metropolitan Twin Cities area. The null hypothesis 
guiding this study was that fitness facilities in the Twin Cities Metropolitan Area are 
100% ADA compliant in all the AIMFREE domains. Twenty fitness facilities throughout 
the Twin Cities area were evaluated on twelve structural domains using direct 
observations, physical measurements, and manager or owner interviews.  
 None of the participating fitness facilities were found to be 100% compliant ADA 
regulations within the AIMFREE domains. The results of the research study reject the 
null hypothesis. The total ADA compliance as well as variability in compliance among 
all of the participating facilities was troublesome. These concerning statistics show there 
is significant amount of work needing to be done to help fitness facilities owners make 
their facilities more accessible for individuals with disabilities. This finding was similar 
to the findings in studies conducted in western Oregon, Kansas City, North Texas, 
Western Wisconsin as well as Ontario Canada (Arbour-Nicitopoulous & Martin Ginis, 
2011; Cardinal & Spaziani, 2003; Figoni et al., 1998; Johnson et al., 2012; Pike et al., 
2008). 
Structural Features 
 One positive structural feature identified in the research findings was that all the 
fitness facilities provided a cable resistance machine that allows individuals with a 
mobility assistive device, such wheelchairs, scooters, and walkers the ability to use the 
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equipment without having to transfer from their assistive equipment. Another positive 
feature identified in the study was 95% of the facility bathroom stalls have grab bars 
mounted to provide stability while using the toilet. The reason for this high statistic was 
that the majority of the bathrooms assessed were one room bathrooms that provided grab 
bars.  
 Structurally, the findings showed low compliance of exterior entrance and route 
accessibility, facility information, and telephones within the Twin Cities fitness facilities. 
The Twin Cities fitness facilities had low compliance for the exterior entrance, which was 
contrary to the findings Kansas City where exterior entrance was of high compliance 
(Figoni et al., 1998). Fitness facilities in the Twin Cities had low compliance in route 
accessibility throughout the facility, which was similar to the findings in Western Oregon 
where accessibility in and around the facility was low (Cardinal & Spaziani, 2003). This 
study’s findings indicated low telephone accessibility, which was also contrary to the 
findings in Kansas City and Western Oregon where telephone accessibility were areas of 
highest structural compliance (Cardinal & Spaziani, 2003; Figoni, et al., 1998). The Twin 
Cities fitness facilities were 77.8% compliant with water fountains compared to a similar 
study conducted in North Texas Area where water fountains were 70.2% (Pike et al., 
2008). In contrast, the compliance related to water fountains in the Twin Cities was better 
than the findings in Kansas City where water fountains were only 15% compliant in 
participating facilities (Figoni, et al., 1998). In the Twin Cities, bathroom accessibility 
was of high compliance whereas in North Texas the women’s and men’s restrooms were 
the lowest complying structural domains (Pike et al., 2008).  
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 Finally, eighteen of the participating fitness facilities were located in smaller 
footage buildings compared to large footage building. This difference in space influenced 
the placement of equipment and path of travel aisle. Fitness facilities located in large 
footage fitness facilities provided more space, which provided more space between 
equipment which allowed for better accessibility to all cardiovascular and resistance 
equipment. Large square footage fitness facilities also provided more pieces of 
cardiovascular and resistance equipment allowing more people to exercise at the same 
time. The difference in facility square footage may have influenced the results related to 
space availability for exercise equipment as well as the placement of the equipment.   
Training and Information Features 
 The study’s findings had many positive results related to professional support, 
training, and information. The study found that 90% of the participating fitness facilities 
staff members reportedly did not experience difficulties in working with individuals with 
disabilities. Additionally, 90% of the facility owners and managers stated that if client 
difficulties were encountered there would be staff support available to help attain a 
solution, which indicated that there was a strong staff support system among Twin Cities 
facilities.  All the participating facilities had a least one staff member that was certified as 
an exercise trainer. Ninety-five percent of the facilities had at least one staff member that 
was knowledgeable in the medical conditions such as diabetes, high blood pressure, and 
seizures. These results showed that educated staff members were available and 
knowledgeable in common medical conditions experienced by individuals with 
disabilities in Twin Cities fitness facilities. 
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  At each participating fitness facility there was at least one personal trainer that 
was certified. Although each facility had a certified personal trainer only 15% of the 
facility staff members attended educational conferences on fitness accessibility. This 
finding was similar to a study conducted in Western Wisconsin, which evaluated 
education and employee training (Johnson et al., 2012). The Twin Cities study found that 
40% of participating facilities had at least one staff member knowledgeable in wheelchair 
transfers. This finding was positive compared to researchers in Western Wisconsin 
finding none of the participating fitness facilities had a employee knowledgeable in 
wheelchair transfers (Johnson et al., 2012). This lack of employee knowledge on 
wheelchair transfers may inhibit some individuals using wheelchairs from participating in 
exercise activities at those fitness facilities not trained.  
 The Twin Cities study found that none of the participating facilities provided 
advertising materials specific to ADA compliance. There was only one participating 
facility that provided information related to accommodations provided at the facility as 
well as images of individuals with disabilities being physically active. Marketing and 
advertising aspects were not examined in previous studies in relation to ADA compliance 
of fitness facilities. Fitness facility owners did not provide advertisements or information 
that encouraged individuals with disabilities to participate in exercise within fitness 
facilities, which could send a message to individuals with disability that they are not 
welcome to exercise at a given fitness facility.  
Recommendations 
 There are several structural, educational, and informational methods that fitness 
facility owners can implement to provide a more inclusive exercise environment for all 
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populations. In 2008, North Carolina Office on Disability and Health collaborated with 
the Center of Universal Design created a guide specific to removing barriers within 
health and fitness clubs to accommodate individuals with disabilities as well as older 
adults. The guide provided specific structural measures that could be implemented in a 
fitness facility to create a more inclusive environment. The guide’s structural feature 
suggestions encourage a universal design concept. Universal design is described as, “… 
the design of products and environments to be usable by all people, to the greatest extent 
possible, without the need for specialized design” (Duncan, 2011, pp. 19-20).   
 The researcher utilized the principles associated with universal design when 
structural and educational recommendations were mailed to each of the participating 
facilities (See Appendix G for Recommendation Letter). There are seven principles that 
are associated with universal design. These principles can be used to guide design process 
and evaluate new and existing designs (Mann & Hicks, 2009).  
• The first principle emphasizes equitable use, which means that a design is 
useful and marketable to individuals with diverse abilities. 
• The second principle describes flexibility in use, such as accommodating a 
each individual’s preferences and abilities.  
• The third principle emphasizes simple and intuitive use, which describes 
the importance of designs being easy to understand, regardless of their 
education, condition, or sensory abilities. 
• The fourth principle is perceptible information, which means the design 
provides necessary information effectively regardless of their condition or 
sensory needs. 
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• The fifth principle relates to universal design is tolerance for error. 
• The sixth principle encourages low physical effort.  
• The seventh principle emphasizes size and space for approach and use.  
 In 2008, the North Carolina Office and Disability and Health created a guide 
called, Removing Barriers to Health Clubs and Fitness Facilities, that fitness facility 
owners and manages can utilize to create an exercise environment that accommodates the 
needs of individuals with variety of physical or psychological disabilities. The guide 
utilizes the eight universal design concepts that emphasize an inclusive exercise 
environment for all. The guide is available online and is free to the public. The following 
bullets provide several structural, educational, and informational recommendations that 
were from the guideline.   
 Equipment. 
• Provide equipment such as low-weight free weights, medicine balls, multi-
station systems (cable machines), rubber tubing or Thera-bands (North 
Carolina Office on Disability and Health, 2008).  
• Provide standard weight machines that have small weight increments (1-
2lbs.), wider seats and benches, swing away and height adjustable weight 
machine seats, and wall pulley mechanisms.  
• Provide cardiovascular equipment such low-MPH treadmills, recumbent 
bikes with secure foot straps, and arm and leg combination equipment 
such as a Nu-Step Recumbent Stepper®.  
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• Provide at least one upper arm ergometer to provide upper body exercise. 
This suggestion allows individuals with acute or chronic disability the 
opportunity to participate in cardiovascular exercises. 
• Provide cardiovascular equipment that has display screens with large 
raised font to help those who may have visual and sensory-based 
impairments be able to use and use the screen.  
• Provide resistance equipment that have large light colored font against a 
black background. This font and background contrast will help those with 
visual impairments clearly see the change in weight increments (North 
Carolina Office on Disability and Health, 2008).  
 Route accessibility. 
• Provide open areas, such as studio areas to accommodate space for 
stretching or modified strength training and cardiovascular-based classes.  
• Provide a clear accessible route throughout the entire facility to allow 
access to all areas of the building (i.e. restroom, locker room, front desk, 
entrance, etc.). The accessible route should be a clear path of at least 36 
inches. Additionally, there should be several clear spaces that allow 
individuals using a wheelchair or scooter to have adequate turning space 
(North Carolina Office on Disability and Health, 2008). 
• Position cardiovascular and resistance equipment in rows to provide 
accessibility to all pieces of equipment. It recommends that all pieces of 
equipment have at least 36 inches of clear floor space between each piece 
of cardiovascular and strength training equipment. This may not always be 
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possible which the guide then encourages fitness facility owners to have 
one of each type of equipment at the end of a row allow an accessible 
route (North Carolina Office on Disability and Health, 2008).    
Parking.  
• Provide accessible parking spaces that are van-accessible with larger aisles 
to help those who use assistive devices extra room to get in and out of 
their vehicle. 
• Provide entrances that have a smooth transition from the parking lot area 
(North Carolina Office on Disability and Health, 2008). 
 Entrance.  
• Provide power door operators to assist those using wheelchairs, scooter, 
walkers, or canes the ability to open the entrance door. Those using 
assistive devices have difficulties holding the door while maneuvering 
backwards to pull the door open due to using their hands for operating 
their device.  
 Bathrooms and locker rooms.  
• Provide a clear and accessible route that goes to and through the 
bathroom, locker room, and shower areas. When entering these areas the 
doors should swing outward to help individuals utilizing assistive devices 
maneuver into and within the room while being able to shut the door.  
• Provide locker rooms with a large bench that is lease 24 inches deep and 
48 inches wide. The bench should be placed 17 inch to 19 inches above 
the floor. 
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• Provide lockers that are accessible from a seated position with easy-to-
operate handles. Lockers with latches or handles that require pinching or 
grasping should be avoided.   
• Provide full-length mirrors within bathroom and locker room areas to 
accommodate heights of all individuals and those in seated mobility 
devices. 
• Provide least one shower that is accessible. Grab bars placement within 
one bathroom and shower stall will provide stability while utilizing the 
space (North Carolina Office on Disability and Health, 2008).   
 Employee education and information. 
• When interacting with individuals with disabilities treat the individual 
with a disability with the same respect one would have in interacting with 
an individual without a disability.  Put the person first and disability 
second when referring to them. 
• Do not be afraid to offer assistance to an individual with a disability, but 
to also allow the individual with a disability control over their own 
decision regarding what they can or cannot do. 
• Do not move an individual’s assistive device without their permission. 
One’s assistive device is considered an extension of their body and should 
be treated with respect. 
• Staff members should regularly participate in education conferences 
specific adaptive physical activity accommodations and disability 
awareness. 
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• Facility information and advertisements should be displayed with enlarged 
font, contrast elements, and a non-glare surface.  
• Facility information and advertisements should be posted at a seated 
position height to accommodate individuals that may be using wheelchair 
or scooter (North Carolina Office on Disability and Health, 2008).  
Occupational Therapy  
 Health professionals need to make it a priority to increase the participation of 
people with disability in physical activities. To help facilitate this, fitness facility owners 
need to make their facility accessible to all individuals through structural and educational 
means. Occupational therapy practitioners can be a vital resource for fitness facility 
owners to utilize for assessing their facility’s degree of accessibility as well as simple and 
low cost methods to make a more inclusive environment for all. 
  Occupational therapy practitioners have a key role in educating employers and 
community members on ADA provisions as well as the concept of universal design 
related to environments and products. Occupational therapy practitioners can provide 
formal and informal instruction on ADA provisions and universal design concepts during 
the building of a new fitness facility or when modifications are being made to an existing 
facility (Redick et al., 2000).  The task analysis skills occupational therapy practitioners 
have can help fitness facility owners recognize when it is financially feasible for a fitness 
facility to make modifications at structural and educational level.  
 Occupational therapy practitioners can provide insight into how to adapt or 
modify an environment to make exercise more accessible for individuals with disabilities. 
Occupational therapists have a role in recommending structural changes such as 
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promoting color contrast in informational displays, equipment placement, installation of 
grab bars in bathroom and locker rooms, and selection of universally designed 
cardiovascular and resistance equipment. In addition to structural interventions, 
occupational therapy practitioners can work with fitness professionals to create 
adaptations for exercise for people with a variety of conditions, such as using adapted 
yoga for clients with spinal cord injuries (Courage Center, 2011). 
 In addition to educating fitness facility owners on the importance of accessibility 
occupational therapy practitioners have a role in educating individuals with disabilities on 
the importance of advocating for themselves for accessibility within public facilities, such 
as fitness facilities. Occupational therapy practitioners can empower community 
members with disabilities to maximize their opportunities for physical activity within 
fitness facilities (Redick et al., 2000). Occupational therapy practitioners can inform 
people about ADA provisions and the impact of environmental factors on physical 
activity (Redick et al., 2000). Additionally, occupational therapy practitioners can teach 
clients how to recognize barriers that inhibit physical activity as well as coping strategies 
to overcome identified barriers (Redick et al., 2000).  
 It is essential that health professionals including occupational therapy 
practitioners be leaders in promoting accessibility of public facilities. It is essential for 
individuals with disabilities to regularly participate in physical activity. By regularly 
participating in physical activity individuals with disabilities will maintain their 
independence in daily occupations as well as improve cardiovascular, musculoskeletal, 
and emotional health.   
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Limitations 
 There were several limitations with this study. The first limitation was the small 
sample size. The researcher was unable to collect data from more fitness facilities due to 
time constraints. The sample size with random sampling provided only two fitness 
facilities that had a pool area as well as steam room and hot tub, which limited the 
amount of data for the swimming pool as well as hot tub and steam room domains.  
 Additionally, 17 facilities declined to participate in the study and 21 did not 
respond to the researcher’s follow-up phone calls. These direct or indirect refusals did not 
allow those fitness facilities to be evaluated. It is possible that the facilities that were not 
included in the study could be different in terms of their level of compliance than those 
included in the study.  
 A second limitation in the study is the data was collected by a single-evaluator. 
This limitation allowed bathroom and locker room data to be collected from only 
women’s or co-gender bathrooms and locker rooms at each participating fitness facility. 
The researcher was female, which prohibited measurements to be taken in the male 
bathroom and locker room area. By only assessing the women bathroom and locker 
rooms the bathroom and locker room domain results may misrepresent the men’s 
bathroom and locker room accessibility.  
 Another limitation of the study was the owner’s or manager’s self-report for the 
information and employee training sections on the AIMFREE. The results related to the 
information and training sections are dependent on the accuracy and honesty of owners 
and managers. 
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Future Research 
 There is a significant need for more research to be conducted on ADA compliance 
of fitness facilities around the United States. Future research needs to continue to identify 
specific structural and educational barriers that inhibit opportunities for physical activity 
among individuals with disabilities. Additionally, researchers need to recognize 
accommodations or recommendations fitness facility owners are currently utilizing to 
create a more inclusive environment for all. 
  More specifically, there is limited research on educational aspects related to 
working with individuals with disabilities, such as accessibility, exercise adaptations, and 
medical needs. Further research needs to be conducted on this topic to better break down 
the educational and psychosocial barriers within fitness facilities. By examining 
educational and psychosocial barriers researchers will be ability to better identify areas 
that need to be modified to create a more inclusive environment.  
 Researchers need to consider using a collaborative approach with fitness facility 
owners and individuals with disabilities working together to identify specific measures 
and accommodations that are needed to create an inclusive fitness environment for all. 
Future research could provide opportunities for focus groups encompassing community 
members, architects, fitness facility owners, and health care professionals to identify the 
needs for fitness facilities that foster for all people. 
 Further research needs to study personal experiences of individuals with 
disabilities that utilize fitness facilities. Researchers could obtain personal stories from 
individuals to better understand the positive aspects of their experience as well as factors 
that have negatively impacted their ability to be physically active within fitness facilities. 
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These stories could establish essential suggestions for fitness facility owners to utilize in 
order to make their facility more accessible for all community members. 
Conclusion 
 Exercise is an essential preventive and remedial approach that decreases chronic 
secondary conditions such as diabetes, hypertension, obesity, and depression among 
individuals with a disability. Health and fitness professionals have a significant role in 
identifying and removing structural and psychosocial barriers that exclude individuals 
with disabilities from being physically active. There were several structural and 
educational barriers within Twin Cities Metropolitan area fitness facilities. Furthermore, 
future research needs to continue to identify structural barriers as well as recognize the 
specific accommodations individuals with disabilities need to increase their physical 
activity participation. More specifically, fitness facility owners and employers can 
implement several structural and educational recommendations to create a more inclusive 
environment that promotes physical activity for individuals with disabilities. By 
establishing and maintaining an inclusive fitness environment individuals with 
disabilities can reduce chronic health conditions and maintain their ability to participate 
in meaningful occupations.   
 The findings of this research study indicate that fitness facilities in the 
Metropolitan area are not 100% compliant with all ADA standards. Fitness and health 
professionals have a role in utilizing ADA standards to provide an inclusive exercise 
environment for all. There are several physical, informational, and educational 
recommendations that fitness facility owners can implement to create an exercise 
environment that accommodates all.  Occupational therapists can have a role in helping 
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individuals with disabilities understand the ADA and the importance of staying 
physically active and educating the community on ADA standards as well as fitness 
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Figure 1. Twin Cities Metropolitan Area
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 per county in the Twin Cities Metropolitan Area
(2000) 
 
Anoka County: 9.3% 
Carver County: 7.0% 
Dakota County: 9.5% 
Hennepin County: 11.0% 
Ramsey County: 13.0% 
Scott County: 7.0% 
Washington County: 8.3% 
 
(United States Census Bureau, 2000)
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AIMFREE Sections completed at each participating fitness facility: 
Section A: Access Routes 
Section B: Equipment 
Section C: Information 
Section D: Locker Rooms & Showers 
Section E: Hot Tubs, Whirlpools, Sauna 
Section F: Elevators 
Section G: Bathrooms 
Section I: Professional Support/Training 
Section L: Swimming Pool 
Section M: Parking 
Section N: Telephones 
Section O: Water Fountains 
 
 
AIMFREE Sections not completed at each participating fitness facility: 
Section H: Professional Behavior 
Section J: Policies 




1 = Yes 
2 = No 
3 = Not Applicable 
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Dear Fitness Facility Owner and Manager:  
 
 Fitness and wellness facilities play a vital role in providing opportunities and 
venues for all individuals in the community to achieve a level of personal health. Fitness 
and wellness facilities are also designed to be competitive and profitable in providing 
these services. Currently, there is another ____% of the population in ______ County 
who might not believe they could be using your facility and programs.  
 Individuals with disabilities are more sedentary than individuals without 
disabilities and are at greater risk of various health concerns as a result of sedentary 
lifestyles and limited opportunities to be active in the community. The tremendous 
impact that fitness and wellness centers can have on the personal health and 
independence of individuals with disabilities can only happen if owners, managers, and 
staff ensure that their programs and facilities are accessible to this underserved 
population.  
 Hannah Stoelzle, an occupational therapy graduate student, is conducting a 
research study examining facility and program accessibility for individuals with 
disabilities. The results of the study will be used to provide staff, programs, and facilities 
with recommendations that will allow people with disabilities greater access to 
everything you offer and potentially enhance your revenue. The results may also heighten 
the awareness of the need for more opportunities for people with disabilities to be 
physically active in the community. 
 Participation in this research study would involve a visit to your facility to 
measure specific structural components, exercise equipment, and facility policies. This 
research study is being conducted under the faculty supervision of Karen Sames, MBA, 
OTR/L, FAOTA. Thank you in advance for considering this opportunity. If you have any 
questions or concerns, you can contact Hannah Stoelzle via email at 





     
Hannah Yates Stoelzle 
 








ADA Compliance of Fitness Facilities in the Twin Cities Metro Area 
RESEARCH INFORMATION AND CONSENT FORM 
 
Introduction 
Your fitness facility is invited to participate in a research study that is investigating the 
Americans with Disability Act (ADA) compliance of fitness facilities in the Twin Cities Metro 
Area in Minnesota. This research study is being conducted by Hannah Stoelzle’ an occupational 
therapy graduate student at St. Catherin University. Your fitness facility was selected as a 
possible participant for this research study. Your fitness facility was selected to participate in this 
study, because your facility is within the seven counties that encompass the Twin Cities Metro 
area. Please read this form and ask questions before your facility decides whether to participate in 
this research study.  
 
Background Information: 
The purpose of this study is to bring awareness to fitness facilities within the Twin Cities Metro 
area on the need for accessibility for individuals with disabilities. Through awareness and 
education more fitness facilities will provide a more inclusive environment that will increase the 
physical activity levels among individuals with disabilities. Approximately 50 fitness facilities 
within the seven counties that encompass the Twin Cities Metro area are expected to participate 
in this research study. 
 
Procedures: 
If you decide to participate, the fitness facility manager or owner will be asked to schedule a time 
for the researcher to visit your fitness facility. When the researcher arrives the IRB consent form 
will be reviewed and signed. Then, the researcher will ask the facility owner or manager 
questions specific to the facility’s policies and employee education/training. Additionally, the 
researcher will take measurements of the physical structures within the participating fitness 
facility. First, the researcher will measure components specific to the parking lot area and then 
progress to measuring structural components within the fitness facility. The researcher will take 
measurements during a one-time visit for a total of 60 minutes. This study will take 
approximately 60 minutes over one session.  
 
Risks and Benefits: 
There are no risks involved in participating in this research study. If your fitness facility is not 
ADA complaint in any aspect the researcher will not report the findings to any authority figures 
related to the federal government or ADA.  
 
The benefits related to participating are awareness as well as educational based. Through this 
research study fitness facility owners will obtain more knowledge on how to make their fitness 
facility more accessible for individuals with disabilities.  
 
Compensation: 
There is no monetary compensation for participating in this research study. 
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Confidentiality: 
Any information obtained in connection with this research study that could identify you will be 
kept confidential. In any written reports or publications, none of the participating fitness facilities 
will be identified or identifiable and only group data will be presented. Each eligible fitness 
facility will be assigned a random number for identification purposes.  
 
The researcher will keep the research results in password-protected computer and only the 
researcher and/or the faculty advisor Karen Sames, MBA, OTR/L, FAOTA will have access to 
the records while working on this study. Data analysis will be completed by April 1st, 2013. Data 
will be kept for five years. The researcher will then destroy all original reports and identifying 
information that can be linked back to your facility on January 1, 2016. 
 
Voluntary nature of the study: 
Participation in this research study is voluntary. Your decision whether or not to participate will 
not affect your future relations with St. Catherine University in any way.  For any portion of the 
questionnaire part of the research, participants (manager/owner) can refuse to answer any 




If during course of this research study the researcher learns about new findings that might 
influence your facility’s willingness to continue participating in the study, the researcher will 
inform your facility of these findings.  
 
Contacts and questions: 
If you have any questions, please feel free to contact, Hannah Stoelzle at (651)-398-6879.  You 
may ask questions now, or if you have any additional questions later you are welcome to contact 
the faculty advisor, Karen Sames, MBA, OTR/L, FAOTA, at (651)-690-8805.  If you have other 
questions or concerns regarding the study and would like to talk to someone other than the 
researcher, you may also contact John Schmitt, PhD, Chair of the St. Catherine University 
Institutional Review Board, at (651)-690-7739. 
 
You may keep a copy of this form for your records. 
 
Statement of Consent: 
You are making a decision whether or not to participate.  Your signature indicates that you have 
read this information and your questions have been answered.  Even after signing this form, 
please know that you may withdraw from the study at any time and no further data will be 
collected.   
______________________________________________________________________________ 
I consent to participate in the study.  
 
__________________________________________________________________ 















































444 40.36 484 44.00 172 15.64 1100 
Information 
 
148 32.17 247 53.70 65 14.13 460 
Locker Rooms 
     Showers 
 





17 56.76 9 30.00 4 13.33 30 
Elevators 
 
69 71.88 5 5.21 22 22.91 96 
Bathrooms 
 




270 51.90 245 47.10 5 1.00 520 
Swimming Pool 
 
50 67.57 13 17.57 11 14.86 74 
Parking 
 
148 56.92 62 23.85 50 19.23 260 
Telephones 
 
28 23.33 72 60.00 20 16.67 120 
Water Fountains 
 
63 77.78 16 19.75 2 2.47 81 
TOTAL 2232 48.39 1727 37.45 653 14.16 4612 
Note. A yes answer indicated that the facility was compliant with the given domain question. A no answer 
indicated that the facility was not compliant with the given domain question. A not applicable answer 
indicated that the facility did not have the structure, materials, or information specific to answering the 
domain question. 
 








Dear Fitness Facility Owner: 
 
Thank you for taking the time to participate in the research study, “ADA Compliance of 
Fitness Facilities in the Twin Cities Metropolitan Area”. As a student I appreciate the 
opportunity to study your fitness facility’s level of accessibility. The results of the study 
identified structural, informational, and/or training aspects that could be improved to 
provide a more inclusive exercise environmental for individuals with disabilities. 
 
In the Twin Cities Metropolitan area a total of 20 fitness facilities participated in my 
study. None of the 20 fitness facilities were 100% ADA compliant with all the structural, 
informational, and/or training aspects within the research assessment. The overall 
compliance of all the participating facilities was 48.4%. The highest areas of compliance 
were water fountains (77.8%), bathrooms (73.4%), and elevators (71.8%). The lowest 
areas of compliance were telephones (23.3%), information (32.1%), and entrance and 
route accessibility (39.9%).  
 
The results of this study showed that fitness facilities in the Twin Cities Metropolitan 
area are generally not compliant with ADA standards. There are several changes that 
fitness facility owners and employees can implement to increase physical activity 
participation among individuals with disabilities, especially within fitness facilities. 
Many of these changes are of low cost to facility owners.  
 
The use of universal design within fitness facilities can create an inclusive environment 
for all. Universal design is a concept that encourages that the design of product and 
environments be usable by all people, to the greatest extent possible, without the need for 
specialized design. Universal design principles encourage fitness facility owners to make 
an environment that is accommodates everyone’s abilities, easy to understand, and usable 
by everyone.  
 
Recommendations to improve accessibility within fitness facilities:  
 
• Arrange cardiovascular and resistance equipment in rows with space between 
rows being at least 36 inches in width to provide enough space for individuals 
with mobile devices (i.e. wheelchairs, scooters, walkers, canes) to move 
throughout the facility without obstructions.  
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• Facility information and advertisements could be posted at a seated position 
height on non-glare surfaces with large font and high contrast elements.  
 
• Provide resistance equipment that has low-weight increments (1-2lbs.), wider 
seats or benches, and seats with back support as well as adjustable height options.  
 
• Provide a telephone that is visible and within reaching level for all heights (36 
inches or less).  
 
• Employers and employees could participate in educational opportunities related 




National Center on Physical Activity and Disability 




North Carolina Office of Disability and Health / Center for Universal Design - PDF 
“Removing Barriers from Health Clubs and Fitness Facilities: Guide for Accommodating 
all Members, including People with Disabilities and Older Adults.” 
 
PDF Link: http://projects.fpg.unc.edu/~ncodh/pdfs/rbfitness.pdf 
(Free Online) 
 
The resources listed above provide more detailed information related to accessibility and 
health promotion among individuals with disabilities. Thank you for taking the time to 
participate in my research study. If you have any questions or concerns you can contact 






Hannah Stoelzle, OTS 
Master of Arts in Occupational Therapy Student 
St. Catherine University  
 
 
